INTRODUCTION {#rjw168s1}
============

The literature is limited on outcomes of valvular replacement surgery in dialysis-dependent end-stage renal disease (ESRD) patients with active bacterial endocarditis \[[@rjw168C1]\]. Aortic root abscess is a complication of aortic valve infective endocarditis having high morbidity and mortality. Infective endocarditis due to *Acinetobacter baumannii* is very rare. Early diagnosis and prompt surgical intervention is must to save the life of a patient. We operated a 39-year-old patient having severe aortic regurgitation, severe mitral regurgitation, active bacterial endocarditis and aortic root abscess due to *A. baumannii* with dialysis-dependent ESRD.

CASE REPORT {#rjw168s2}
===========

A 39-year-old non-hypertensive non-diabetic male patient, a bank manager by profession, was admitted in our hospital with ESRD having high-grade fever. He was on regular haemodialysis for the last 1 year. He had a history of cerebrovascular accident and full recovery 8 weeks prior to this admission. His symptoms deteriorated from NYHA class II to IV in a short span of 2 weeks.

On clinical examination, the patient looked pale with a pulse rate of 90/min regular collapsing in nature. Blood pressure was 96/48 mmHg. Grade 2 clubbing was present along with bilateral pedal oedema. There were no icterus, cyanosis or lymphadenopathy. Cardiac examination revealed raised JVP with cardiomegaly. Third heart sound (S3) was audible along with a soft blowing early diastolic murmur in the third left intercostal space and radiating along the left sternal border with systolic flow murmur in the aortic area.

Transthoracic 2D Echo revealed severe aortic regurgitation and severe mitral regurgitation with aortic root abscess at right coronary cusp annulus and vegetation on right coronary cusp. TEE and CT (Fig. [1](#rjw168F1){ref-type="fig"}) confirmed the same. Blood cultures three times at two different laboratories showed growth of *A. baumannii*, sensitive to colistin. His treatment was started with colistin and linezolid with proper dosage. Figure 1:CT scan image of aortic root abscess.

Because of his persistent fever, rapid deterioration in haemodynamics, presence of aortic root abscess and worsening clinical scenario, an emergency surgical intervention was undertaken. Intraoperatively adhesions at the level of pulmonary artery and aorta were present. There was severe destruction of aortic leaflets and aortic annulus with a pocket of pus and destruction of aortic wall at left coronary and right coronary cusp areas (Fig. [2](#rjw168F2){ref-type="fig"}). Pus pocket was about 3 × 3 cm in size. Mitral annulus was dilated with severe regurgitation. Minimal calcification was present on posterior mitral leaflet. Thorough debridement of aortic root abscess was done and all vegetation and destroyed aortic leaflets were excised. Aortic root area was thoroughly irrigated with antibiotic solutions. The aortic wall space was obliterated with interrupted stitches using pericardial pledgets. Aortic annulus was reconstructed using glutaraldehyde-treated autologous pericardial patch with continuous suturing (Fig. [3](#rjw168F3){ref-type="fig"}). This procedure completely isolated the aortic abscess pocket from aortic outflow tract and also gave a stable platform to the annulus. A 19-mm bioprosthetic (Biocor St Jude valve) was implanted with interrupted pledgeted sutures. Extreme care was taken in suturing pericardial patch to avoid any obstruction to coronary ostia. Mitral valve was repaired with interrupted eccentric mitral annuloplasty plication technique and found to be competent. Patient came off bypass with minimal inotropic support. Intraoperative TEE showed competent mitral and aortic valve. Eight hours later, he had his first postoperative haemodialysis. He was weaned from ventilator after 12 hours. On the second postoperative day, the patient\'s blood culture was sterile. Excised aortic leaflet culture was sterile. The patient showed steady improvement in his clinical state from NYHA class IV to class I and became afebrile. His routine haemodialysis was continued postoperatively. The patient was transferred to the nephrology department for further management on the fifth postoperative day. Colistin and linezolid were continued for 6 weeks. Postoperative blood culture at 1 and 2 weeks was sterile. Figure 2:Intraoperative image of aortic annular abscess. Figure 3:Aortic root reconstruction with pericardium.

DISCUSSION {#rjw168s3}
==========

Emergency Double Valve Surgery in active infective endocarditis with aortic root abscess in a patient with dialysis-dependent ESRD is extremely rare. Data are scarce.

In one major study, in-hospital mortality of dialysis patients undergoing valve surgery is reported to be 20.7% \[[@rjw168C2]\]. Thirty-day mortality for aortic root abscess surgery is 20--25% \[[@rjw168C3]\]. In our case, we had a combination of above conditions, dialysis-dependent ESRD and aortic root abscess making it a very high risk surgery. Also surgery on emergency basis increased the risk manifold. We could not find exact reported mortality as such combination is rare in the literature. We found one such case in a similar patient as an emergency case has been reported \[[@rjw168C4]\].

These ESRD patients are usually anaemic, commonly have platelet dysfunction and are prone to have postoperative bleeding. Postoperatively, electrolyte and volume management in these patients can be problematic, and risks of pulmonary, cardiac and neurological complications are high.

Endocarditis affecting the aortic valve leading to abscess formation is particularly challenging to treat and requires aggressive diagnostic and therapeutic approaches because of severe complications such as conduction block, destruction of surrounding tissue, fistula to other cardiac chambers, aortic pseudoaneurysm formation and extrinsic compression of coronary arteries \[[@rjw168C5]\]. The most important aspect in the surgical treatment of these patients is radical debridement of all infected tissues. Reconstruction with pericardial patch and valve replacement with either aortic prosthetic valve or homograft is done. In our case, bioprosthetic valves were used because homografts were not available in emergent situations, and the cost of a homograft is also too expensive to procure it on emergency basis. Due to the limitation of related articles of similar clinical scenario of aortic root abscess due to *A. baumannii* in dialysis-dependent patient along with intervention for two cardiac valves, there was no possibility of further survey and comparison.

*Acinetobacter baumannii* is very rare to cause infective endocarditis. The first case of infective endocarditis by *A. baumannii* in a haemodialysis patient from China was reported in 2012 \[[@rjw168C6]\].

In conclusion, one should not deter going ahead with emergency surgery for aortic root abscess in active infective endocarditis in dialysis-dependent renal failure patients even though it is a grave clinical situation with high morbidity and mortality. Clinical literature is very scarce. The rarity in the literature of such clinical scenario makes our case report very unique.
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